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Abstract
Background: To resolve the current shortage of donor hearts, we established the Adonhers protocol. An upward shift 
of the donor age cut-off limit (from the present 55 to 65 years) is acceptable if a stress echo screening on the candidate 
donor heart is normal. This study aimed to verify feasibility of a "second opinion" of digitally transferred images of stress 
echo results to minimize technical variability in selection of aged donor hearts for heart transplant.
Methods: The informatics infrastructure was created for a core lab reading with a second opinion from the Pisa stress 
echo lab. To test the system, simulation standard stress echo cineloops were sent digitally from 5 peripheral labs to the 
central core lab.
Starting January 2009, real marginal donor stress echos were sent via internet to the central core echo lab, Pisa, for a
second opinion before heart transplant.
Results: In the simulation protocol, 30 dipyridamole stress echocardiograms were sent from the five peripheral echo 
labs to the central core lab in Pisa. Both the echo images and reports were correctly uploaded in the web system and 
sent to the core echo lab; the second opinion evaluation was obtained in all cases (100% feasibility). In the transplant 
protocol, eight donor cases were sent to the Pisa core lab for the second opinion protocol, and six of them were 
transplanted in marginal recipients.
Conclusions: Second-Opinion Stress Tele-Echocardiography can effectively be performed in a network aimed to safely 
expand the heart donor pool for heart transplant.
Introduction
Donor shortage is a limiting factor in heart transplanta-
tion. For instance, 300 heart transplants are performed
each year in Italy but there are 800 patients on the heart
transplant list. An effective way to solve the current
shortage would be to accept an upward shift of the donor
age cut-off limit (from the current 55 to 65 years). Of a
total of about 1200/year donor pool, 600 donors are aged
< 55 years, and 300 of them are eligible for heart dona-
tion; since 600 potential donors are aged > 55 years, the
recruitment of even one-fourth of the currently dis-
missed aged donor pool would thereby dramatically
decrease the current donor supply shortage [1,2]. Age-
related high prevalence of asymptomatic coronary artery
disease and cardiomyopathy severely limit the feasibility
of this approach, unless a functional screening on the
candidate donor heart is performed [3,4]. Pharmacologi-
cal stress echo is inexpensive, non-invasive and allows a
simultaneous evaluation of inducible ischemia and con-
tractile reserve of the left ventricle - therefore, it is capa-
ble of unmasking prognostically meaningful occult
coronary artery disease or cardiomyopathy [5].
A critical factor in stress echo is the operator's experi-
ence. Inter-observer variability can be effectively deflated
by some simple criteria, as previously proven by a decade
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of large-scale international multicenter studies, explicit
conservative reading criteria, preliminary quality control
of readers, and previous exposure to joint reading ses-
sions [6-8]. In addition, a "second opinion" of digitally
transferred images of stress echo results could solve the
technical variability in the selection of aged donor hearts
for heart transplantation [9,10].
The aim of this study was to verify the feasibility of a
"second opinion" of digitally transferred images of stress
echo results in selection of aged donor hearts for heart
transplantation.
Methods
Telemedicine network flow chart
When the Transplant Coordination Center identifies a
marginal aged donor, the cardiologist where the donation
takes place is alerted, performs resting echocardiography
and when it is normal, stress echo [1]. At the end of the
stress echo, the cardiologist of the recruiting center
selects and stores four cineloops (stress echo quad
screen) on any storage media (CD, memory pen) and
transfers cineloops on a standard computer connected to
the Internet [11]. The cardiologist logs into the transplant
website [12]; he transfers the echo cine loops (stress echo
quad screen, 'Additional file 1: Movie 1') to the website
and on the website fills in resting echo and stress echo
forms ('Additional file 2: Movie 2'); after completion of
peripheral operations, the website transfers reports and
images to the central server in Pisa, and automatically
alerts the Pisa cardiologist by sms and e-mail. Once
alerted, the core echo lab cardiologist in Pisa opens the
website, reads peripheral echo lab reports and views rest-
ing and stress echo cine loops.
The Pisa cardiologist will interpret the tele-echocardio-
grams and will make "second-opinion" decisions, with a
final ("go-not go") green light to donation [12]. When
completed, the second opinion report is finally sent to the
transplant coordination center, and if the marginal heart
is deemed eligible for transplant, it is proposed to the car-
diac surgeon for transplant (Fig. 1).
Telemedicine network architecture
A computerized web-based system has been developed
for automatic data and image transfer and for analysis
and report phases. The computer clients used by both the
recruiting centers (laptop) and the second opinion center
(desktop) connect to the server merely using the ordinary
web browser, with no specific software required. A cen-
tralized server collects and stores all medical (cineloops,
reports, results) and informative (users, procedures) data
on a database. The server is located at a second opinion
center and is accessed by secure protocol https. All the
computer clients used by both the recruiting centers (lap-
top) and the second opinion center (desktop) connect to
the server merely by using a common web browser, with-
out needing to install any specific software [13-15].
Communication phases
The sequence of the entire communication procedure is
shown in the phase diagram of the operation in Fig. 2.
Before starting to operate the first time, each user (the
cardiologists of both the recruiting and the second opin-
ion centers) must be registered by the server administra-
tor who assigns him/her an account and an exclusive
memory area on the database server. Only the cardiolo-
gist user (and the second opinion cardiologist) might
then access his/her data in protected and reserved mode.
The first web page allows the transfer of the four
cineloops; the next web pages permit the cardiologist to
fill in the resting (Fig. 3) and stress echo (Fig. 4) medical
report in standard mode. Some measures and indexes are
obtained automatically by software processing. When
both forms are filled in and stored on the database, the
second opinion request is started by the server sending
an sms and an email. The echo lab in Pisa is responsible
for "second opinion" on digitally transferred images. One
of three cardiologists will interpret the tele-echocardio-
grams and will make "second-opinion" decisions (Fig. 5
and 'Additional file 1: Movie 1'). Controls and timers are
scheduled for monitoring the correct procedure to store
reports and cineloops and to await the second opinion
Figure 1 Telemedicine network architecture with all involved 
centers. The accredited cardiologist of the area where the donation 
takes place, will send, via internet stress echo digitized images to the 
central core Echo Lab, Pisa (IFC, CNR). Digitized eight-frame cine-loop 
quad screen echocardiograms are transmitted to the central core Echo 
Lab laptop computer-receiving station. One core-lab cardiologist is 
available by telephone or e-mail during the procedure. The Echo Lab 
is responsible for the "second opinion" of digitally transferred images. 
One of three cardiologists will interpret the tele-echocardiograms and 
will make "second-opinion" decisions, and is responsible for the final 
("go-not go") green light to donation. When done, the second opinion 
report is finally sent to the transplant coordination center, and if the 
marginal heart is eligible for transplant, is proposed to the cardiac sur-
geon for transplant.Franchi et al. Cardiovascular Ultrasound 2010, 8:20
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answer (timeout expired aborts the request). The results
of the first and second opinion are sent to the coordinat-
ing center of AIRT (Associazione Interregionale Trapi-
anti).
Simulation Protocol
To test the function of the Second-Opinion Stress Tele-
Echocardiography system, simulation cases (i.e. anony-
mous standard dipyridamole stress echo reports and quad
screen cineloops in in-hospital patients) were digitally sent
from five peripheral echo labs to the central core lab. The
ability of peripheral cardiologists to upload reports and
cineloops in the web system was evaluated. The readability
of images in the central echo lab was evaluated.
Transplant protocol
Starting January 1, 2009, the informatics infrastructure
[12] ('Additional file 2: Movie 2') became available for a
core lab reading with a second opinion from the central
Pisa stress echo lab. Before every center begins to recruit
possible donors, the cardiologist who will perform and
evaluate stress echo has to pass strict quality control test-
ing for reading stress echo [16]. Once certified, the cardi-
ologist is entitled to enroll patients. The second reader
was a cardiologist highly experienced in stress echocar-
diography and only a unanimous negativity decision was
accepted. In the case of a split decision (positivity vs neg-
ativity) of the two readers (peripheral and central), the
heart was not considered eligible for donation.
The dipyridamole stress echo protocol
When resting echocardiography was normal a pharmaco-
logical stress echo test was performed following the Euro-
pean Association of Echocardiography (EAE) protocol
[7], using dipyridamole (0.84 mg/kg in 6 min) (Fig. 6).
Where there were contraindications to dipyridamole
(asthma, hypotension, bradyarrhythmias), the second-
choice drug was dobutamine (up to 40 mcg/kg/min). The
echo images were tape-recorded and periodically digi-
tized. During the procedure, pressure and ECG were
recorded every minute. Brachial blood pressure was mea-
sured with cuff sphygmomanometer. In each phase of the
stress echo, the projections of the four chambers and of
the apical two chambers were recorded to obtain the left
ventricular end-systolic volume by biplane Simpson rule
in order to calculate the left ventricular (LV) elastance
(systolic pressure/left ventricle end-systolic volume ratio)
[17-20]. The diagnostic end points were: the development
of obvious echocardiography positivity, obvious altera-
tions of ECG (ST segment shift > 3 mm). The test was
halted in the case of hypotension (relative or absolute)
with decrease in blood pressure > 30 mmHg. A non-max-
imal diagnostic stress excluded donation since it provides
inadequate diagnostic and prognostic information.
Regional wall motion score index was assessed and
graded on a scale from 1 (normal) to 4 (dyskinetic) at rest
and after stress in each of the 17 segments [7]. Left ven-
tricular wall motion core index was calculated by sum-
ming the scores and dividing the sum by 17. By definition,
donors with abnormal stress echocardiography had rest
wall motion abnormalities and/or stress-induced wall
motion abnormalities. We also considered the changes in
left ventricular volumes as an index of global dysfunction
[19] and pressure/volume changes as an index of LV
elastance [17,18]. The echocardiographic study is divided
into three different parts:
1 - Segmental wall motion: the essential step for the
evaluation. The donors with abnormal wall motion at
baseline or during stress will be excluded from donorship.
2 - End-systolic pressure-volume determination (the
contractile reserve). The LV force is determined at rest
and at peak stress as the ratio of the systolic pressure (cuff
sphygmomanometer)/end-systolic volume index (biplane
Figure 2 Phase diagram of the entire communication procedure. 
When the Transplant Coordination Center identifies a marginal aged 
Donor, the cardiologist where the donation takes place is alerted, per-
forms resting echocardiography and when normal, stress echo. At the 
end of the stress echo the cardiologist of the recruiting center fills out 
a standard stress echo report; after that he/she selects and stores 4 
cineloops (resting and stress echo) on any storage media (CD, memory 
pen) and transfers cineloops to a standard computer connected with 
the Internet. By the computer he/she logs into the transplant website 
and fills out resting echo and stress echo forms on the website. After 
completing all operations the cardiologist clicks the end of operations. 
The web site automatically transfers reports and images to the central 
server in Pisa and automatically the cardiologist of the central echo lab 
in Pisa is alerted by sms and e mail. Once alerted, the Pisa cardiologist 
opens the website, reads peripheral echo lab reports and views resting 
and stress echo cine loops. The Pisa cardiologist will interpret the tele-
echocardiograms and will make "second-opinion" decisions and final 
("go - not go") green light to donation.Franchi et al. Cardiovascular Ultrasound 2010, 8:20
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Figure 3 Form for resting echo report. Potential donors are recruited for the stress echo protocol if in resting echocardiogram: wall motion score 
index is completely normal (WMSI = 1), left ventricular ejection fraction > 45%, no signs of diastolic ventricular dysfunction , no significant valve disease 
, and left ventricular hypertrophy ≤ than mild.Franchi et al. Cardiovascular Ultrasound 2010, 8:20
http://www.cardiovascularultrasound.com/content/8/1/20
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Figure 4 Form for stress echo report. The dipyridamole (0.84 mg/kg in 6 min ) "fast" pharmacological stress echo test is performed following the 
European Association of Echocardiography protocol. The Wall Motion Score Index is calculated in each potential donor at baseline and peak stress, 
from 1 = normal to 4 = dyskinetic, in a 17-segment model of the left ventricle. A test result is considered positive when the wall motion score increases 
by one grade or more at peak stress, with at least one normal segment becoming hypokinetic, akinetic or dyskinetic; it had been agreed a priori to 
consider mild hypokinesia. Regional wall motion abnormalities (WMSI > 1.0) exclude the heart from eligibility for donorship, and the phrase "inducible 
ischemia " automatically appears in the web stress echo report. Once the web form with rest and peak stress LV volume (EDV and ESV) values and 
pressures is filled out, contractile reserve is automatically calculated by the web system as the SP/ESV (Systolic Pressure/End-Systolic Volume) index 
increase (from baseline to peak stress). The contractile reserve is automatically reported normal up-sloping when peak exercise SP/ESV index is higher 
than baseline; abnormal negative, when peak exercise systolic pressure/end systolic volume index is lower than baseline. Donor hearts with abnormal 
negative contractile reserve are also excluded from donorship even if no signs of inducible ischemia are reported. Prematurely halted submaximal 
stress are considered non-diagnostic and exclude the heart from donorship.Franchi et al. Cardiovascular Ultrasound 2010, 8:20
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Simpson rule/body surface area). The contractile reserve
is automatically calculated by the web system as the SP/
ESV (Systolic Pressure/End-Systolic Volume) index
increase (from baseline to peak stress). The contractile
reserve is normal up-sloping when peak exercise SP/ESV
index is higher than baseline; negative, when peak exer-
cise systolic pressure/end systolic volume index is lower
than baseline. Donor hearts with abnormal negative con-
tractile reserve are excluded from donorship.
3 - The measure of coronary flow reserve (CFR): an
important parameter, but not essential for the study. It is
necessary to obtain a pulsed flowmetry Doppler of the
anterior descending coronary artery at baseline and dur-
ing stress [21]. The evaluation is not completed in a per-
c e n t a g e  o f  d o n o r s  ( a r o u n d  4 0 % ) .  H o w e v e r ,  t h e  l a c k  o f
information about pulsed Doppler flowmetry is not man-
datory for the screening procedure.
Prematurely halted submaximal stress (e.g., hemody-
namic instability) loses diagnostic and prognostic power,
and is unacceptable in the transplant setting [6,7].
Statistical Analysis
Agreement between stress tele-echocardiography and
conventional echocardiographic interpretation was eval-
uated with the kappa statistic (expressed with 95% confi-
dence intervals). Overall accuracy (defined as the number
of correct clinical diagnoses divided by the number of
diagnoses) was compared with the McNemar test to
determine whether conventional and tele-echocardio-
graphic interpretations differed significantly. Mean val-
ues are reported as mean ± SD. All calculations utilized
software SPSS 16.
Results
The informatics infrastructure
The informatics infrastructure is available on the web,
linking to http://adonhers.ifc.cnr.it[12] (a video graphi-
cally explains the procedure, 'Additional file 2: Movie 2').
A network of recognized cardiologists with echocardio-
graphic skills (American Society of Echo level III) able to
properly execute and interpret stress echo studies bed-
side, were accredited in each center. The central core
echo lab in Pisa (IFC, CNR) was responsible for identifi-
cation and certification of a stress echocardiographer in
each center; "second opinion" of digitally transferred
images.
Simulation protocol
Simulation cases were digitally sent from five peripheral
echo labs to the central core lab in Pisa. Each peripheral
echo lab uploaded and sent six simulation cases (three
with normal and three with abnormal stress echo
response). Both the echo images (stress echo quad screen
cine loops) and reports were correctly uploaded in the
web system and sent to the core echo lab. Images were
readable and the second opinion evaluation was feasible
in all cases (100% feasibility). Second opinion evaluation
concordance with the peripheral lab was present in 28/30
cases and discordance in 2/30 cases (Table 1).
Transplant protocol
Starting January 1, 2009 the informatics infrastructure
[12] became available for a core lab reading with a second
opinion from the central Pisa stress echo lab. Eight donor
stress echo cases were sent to Pisa for the second opinion
protocol. Image and report charge from the peripheral
centers, transmission to Pisa and second opinion protocol
were feasible in all cases (100% feasibility). Second opin-
ion answer delay is displayed in Fig. 7. Agreement
between conventional and tele-echocardiographic inter-
pretations was present in all cases. A final clinical diagno-
sis was obtained from cardiac catheterization findings in
the transplanted heart and by anatomic study in non-
transplanted hearts [2].
Discussion
Age restrictions (< 55 years) in cardiac donors are being
relaxed due to limited donor supply.
To resolve the current shortage of donor hearts we
started the Adonhers (Aged Donor Heart Rescue by
Figure 5 Rest and stress cineloops stored on the server. Normal 
stress echo of a marginal donor. When the Network for Organ Sharing 
identifies a marginal aged donor, the local cardiologist is alerted; he 
performs rest (upper panels) and stress-echo (lower panels, peak 
stress). At the end of the procedure the cardiologist selects and trans-
fers the four cineloops to the core lab. In this example of normal stress 
echo of a marginal donor, the wall motion was normal at baseline and 
at peak stress (WMSI = 1 at baseline and peak stress), without signs of 
stress-inducible ischemia. The pressure/volume relation was 8 mmHg/
ml/m2 at baseline, increasing to 14 mmHg/ml/m2 at peak stress, dem-
onstrating the absence of latent myocardial dysfunction. Based on the 
dipyridamole stress results, despite an age beyond the 55-year limit, 
the heart was chosen for orthotopic heart transplantation, and was ex-
planted using standard technique.Franchi et al. Cardiovascular Ultrasound 2010, 8:20
http://www.cardiovascularultrasound.com/content/8/1/20
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S t r e s s  e c h o )  P r o j e c t  i n  w h i c h  a n  u p w a r d  s h i f t  o f  t h e
donor age cut-off limit (from present 55 to 65 years) was
accepted [1]. Due to the age-related high prevalence of
asymptomatic coronary artery disease and cardiomyopa-
thy, a stress echo screening on the candidate donor heart
was scheduled in the protocol [20]. Cardiologists who are
competent and skilled in stress echocardiography can
perform dipyridamole stress [6,7]. They must be familiar
with digitizing echocardiograms and transmission
[13,16,22]. Most important, cardiologists must be willing
to respond to emergency calls [9]. Training, coordination
and support by cardiologists and emergency physicians
are essential [23]. A background in stress echocardiogra-
phy entitles the cardiologist to interpret dipyridamole
stress echo results [16].
Rapid interpretation of resting echocardiograms and
ECGs allowed stress testing to be performed within 3 h of
brain death. Essential features of the proposed system is
the ease of use, the efficiency of the database and the
effective alerts to the second opinion cardiologist and to
the AIRT center. Minor problems to transmission
occurred in only two cases: in one event the echocardiog-
raphy CD burner was not working, making transmission
impossible, and in the other event the cineloops were sent
slowly due to the large amount of data on file (greater
than 25 MB).
When a stress echo is scheduled in the Adonhers proto-
col, interest is focused on wall motion segmental contrac-
tion abnormality to diagnose ischemic response to stress
[1,2,20] and on systolic pressure/end-systolic ratio to
assess contractile reserve; the critical level to define the
presence of contractile reserve is defined as an increase of
at least 5% (in absolute terms) and it is easily calculated
by the web system. A negative contractile response may
Figure 6 The dipyridamole stress echo in the Adonhers protocol. When resting echocardiography was normal a pharmacological stress echo test 
was performed using dipyridamole (0.84 mg/kg in 6 min ). We accepted a priori three criteria of stress echo positivity, excluding the heart from eligi-
bility for donorship: 1) Regional wall motion abnormalities at rest or during stress. 2) A LV elastance falling during stress. 3) A submaximal stress halted 
due to non-diagnostic limiting effects before completion of the infusion, since a submaximal test dramatically lessens diagnostic and prognostic pow-
er. Accepting a heart was done in conformity with clinical and emergency criteria in use.Franchi et al. Cardiovascular Ultrasound 2010, 8:20
http://www.cardiovascularultrasound.com/content/8/1/20
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reflect a global ischemic and/or catecholamine burden, a
decrease in the number of fully functional myocytes, a
decrement in myocyte function, or a combination of
these mechanisms. In practical terms, this implies that a
stress echo test with hemodynamic instability or lack of
global hyperkinetic response and left ventricular volume
reduction should be dismissed even in the absence of
regional wall motion abnormalities.
Vasodilator vs. inotropic stress testing in the Adonhers 
protocol
Dobutamine, and vasodilators (at appropriately high
doses) are equally potent ischemic stressors for inducing
wall abnormalities in the presence of a critical epicardial
coronary artery stenosis [5]. Dipyridamole acts through
reduced subendocardial flow supply subsequent to inap-
propriate arteriolar vasodilation and steal phenomena
and Dobutamine through catecholamine induced
increased myocardial oxygen demand [7]. However a ino-
tropic stress is potentially harmful in the particular set-
ting of heart donation. The adrenergic storm,. in the
phase preceding brain death, is associated with a pro-
longed release of norepinephrine from cardiac sympa-
thetic nerve endings and leading to direct myocardial
injury and/or coronary vasospasm [2]. The secretion of
large amounts of endogenous catecholamine, as may
occur in subjects with subarachnoid hemorrhage, has
been associated with the appearance of transient left ven-
tricular apical diskinesis [3,4]. Catecholamine may exert a
direct toxic effect on the myocardium through changes in
autonomic tone, enhanced lipid mobility, calcium over-
load, free radical production, or increased sarcolemmal
permeability. Further more all donors are managed
according to standardized organizational guidelines [1]
that included: the use and inotropic agents (preferably
noradrenalin or dopamine) to maintain a systolic blood
pressure (SBP) > 90 mmHg, central venous pressure
(CVP) 4 to 12 mmHg and urine output 1 to 2 ml/kg/h. A
dobutamine instead of dipyridamole stress echocardiog-
raphy may induce or enhance the typical myocardial cate-
cholamine necrosis frequently observed at histological
studies of brain dead heart donors [2].
The "second opinion" telemedicine
Evolving telemedicine technology has the potential to
improve access to echocardiography diagnoses in the
intensive care unit and emergency room [9,10]. The two
primary modes of telemedicine practice are "store and
forward" and "real-time" videoconferencing [13]. A digital
echocardiogram (often several cardiac cycle loops) can be
stored at one site and forwarded across a telemedicine
network to a receiving station for review at a later time
and "second opinion" procedure. Previous studies dem-
onstrated that echocardiographic telemedicine (tele-
echocardiography) for emergencies can provide rapid, 24-
h consultation [24] and that dobutamine stress tele-
echocardiography in the emergency department is feasi-
Table 1: Simulation protocol results
Peripheral 
center
Correctly 
uploaded stress 
echo cineloops
Correctly filled 
rest and stress 
reports
Digitized 
transmission to 
Pisa
Images 
readability in 
Pisa
Second opinion 
discordance for 
WMSI
Second opinion 
discordance for 
contractile reserve
Center #1 6/6 6/6 6/6 6/6 - -
Center #2 6/6 6/6 6/6 6/6 1 -
Center #3 6/6 6/6 6/6 6/6 - -
Center #4 6/6 6/6 6/6 6/6 1 -
Center #5 6/6 6/6 6/6 6/6 - -
Figure 7 Second opinion cardiologist answer delay for the 8 mar-
ginal Donor hearts. Second opinion answer delay ranged from 15 to 
180 min. In all cases the second opinion was largely sent before the 
end of the observational period and organ harvesting by the cardiac 
surgeon occurred after completion of the stress echo evaluation.Franchi et al. Cardiovascular Ultrasound 2010, 8:20
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ble [25]. Normal results on stress echocardiography in
the emergency department may obviate the need for hos-
pital admission in patients presenting with noninfarction
chest pain. Implementation of this program appears to be
practical in the clinical setting but requires cooperation
and commitment on the part of emergency physicians,
cardiologists, nurses and sonographers. Use of modern
communication technology in this context, is the sole
decisive factor that makes such telemedicine system suc-
cessful. Early results in brain dead marginal heart donors
showed that the system is reliable, functions with a clini-
cally acceptable performance, and transfers medical data
with a reasonable quality, Thus, the system is applicable,
and might be generalized in clinical practice in cardiol-
ogy.
Conclusions
Second-opinion stress tele-echocardiography for aged
donor heart selection can safely and effectively be per-
formed in candidate heart donors with brain death, and
shows potential to extend donor criteria in heart trans-
plantation. This model of telemedicine technology tested
in the extreme clinical setting of brain-dead heart mar-
ginal donors could be expanded to other critical clinical
settings.
Additional material
Competing interests
Funding Sources
Partial funding for this project was provided by Heart and Lung Transplantation
Program, Regione Emilia-Romagna (1ASTEARP).
Authors' contributions
DF, DC participated in the design of the study, developed hw/sw system and
web design and helped to draft the manuscript; T.B. conceived this study, per-
formed the data analysis, and drafted the manuscript; GA, SG, IC, GB, SF, EP, SS,
CR, and WS were responsible for data collection and revised the manuscript;
E.Pi. gave a contribution to preparation of study design, data discussion, and
critical revision of the manuscript. All authors read and approved the final man-
uscript.
Acknowledgements
Logistic transplant organization was supported by Associazione Interregionale 
Trapianti (AIRT) and by Organizzazione Toscana Trapianti (OTT).
We are grateful to Alison Frank for copyediting/proof reading the English in this 
manuscript.
Author Details
1Department of Echocardiography and Medical Informatics, Institute of Clinical 
Physiology, National Research Council , Via Moruzzi 1, Pisa (56124), Italy, 
2Department of Surgery and Transplants, University of Bologna, Policlinico S. 
Orsola/Malpighi, Via Massarenti 9, Bologna (40138), Italy, 3Department of 
Cardiology, M. Bufalini Hospital, Viale Ghirotti, 286, Cesena (47521), Italy, 
4Intensive Care Department, Usl11 Empoli Hospital, Viale Boccaccio 12, Empoli 
(50053), Italy, 5Department of Cardiology, Careggi Hospital, Via Delle Oblate 1, 
Firenze (50134), Italy, 6Department of Cardiology, Baggiovara Hospital, Via 
Giardini 1355, Baggiovara (41100), Italy and 7Department of Cardiology, 
Azienda Ospedaliero-Universitaria di Parma, Via Gramsci 14, Parma (43100), 
Italy
References
1. Arpesella G, Gherardi S, Bombardini T, Picano E: Recruitment of aged 
donor heart with pharmacological stress echo. A case report.  
Cardiovasc Ultrasound 2006, 4:3.
2. Leone O, Gherardi S, Targa L, Pasanisi E, Mikus P, Tanganelli P, Maccherini 
M, Arpesella G, Picano E, Bombardini T: Stress echocardiography as a 
gatekeeper to donation in aged marginal donor hearts: anatomic and 
pathologic correlations of abnormal stress echocardiography results.  J 
Heart Lung Transplant 2009, 28:1141-9.
3. Zaroff JG, Rosengard BR, Armstrong WF, Babcock WD, D'Alessandro A, Dec 
GW, Edwards NM, Higgins RS, Jeevanandum V, Kauffman M, Kirklin JK, 
Large SR, Marelli D, Peterson TS, Ring WS, Robbins RC, Russell SD, Taylor 
DO, Van Bakel A, Wallwork J, Young JB: Consensus conference report: 
maximizing use of organs received from cadaver donor-cardiac 
recommendations, , March 28-29, 2001, Crystal City, VA.  Circulation 
2002, 106:836-41.
4. The U.S. Organ Procurement and Transplantation Network and the 
Scientific Registry of Transplant Recipients.  OPTN/SRTR- data 2008.
5. Picano E: Stress echocardiography: from pathophysiological toy to 
diagnostic tool. Point of view.  Circulation 1992, 85:1604-12.
6. Pellikka PA, Nagueh SF, Elhendy AA, Kuehl CA, Sawada SG, American 
Society of Echocardiography: American Society of Echocardiography 
recommendations for performance, interpretation, and application of 
stress echocardiography.  J Am Soc Echocardiogr 2007, 20:1021-41.
7. Sicari R, Nihoyannopoulos P, Evangelista A, Kasprzak J, Lancellotti P, 
Poldermans D, Voigt JU, Zamorano JL, European Association of 
Echocardiography: Stress echocardiography expert consensus 
statement: European Association of Echocardiography (EAE) (a 
registered branch of the ESC).  Eur J Echocardiogr 2008, 9:415-37.
8. Picano E, Mathias W Jr, Pingitore A, Bigi R, Previtali M: Safety and 
tolerability of dobutamine-atropine stress echocardiography: a 
prospective, multicentre study. Echo Dobutamine International 
Cooperative Study Group.  Lancet 1994, 344:1190-2.
9. Stewart WJ, Douglas PS, Sagar K, Seward JB, Armstrong WF, Zoghbi W, 
Kronzon I, Mays JM, Pearlman AS, Schnittger I, St Vrain JA, Kerber RE: 
Echocardiography in emergency medicine: a policy statement by the 
American Society of Echocardiography and the American College of 
Cardiology. Task Force on Echocardiography in Emergency Medicine of 
the American Society of Echocardiography and the Echocardiography 
and Technology and Practice Executive Committees of the American 
College of Cardiology.  J Am Coll Cardiol 1999, 33:586-8.
10. Kimura BJ, Bocchicchio M, Willis CL, Demaria AN: Screening cardiac 
ultrasonographic examination in patients with suspected cardiac 
disease in the emergency department.  Am Heart J 2001, 142:324-30.
11. Kashem A, Droogan MT, Santamore WP, Wald JW, Bove AA: Managing 
heart failure care using an internet-based telemedicine system.  J Card 
Fail 2008, 14:121-6.
12. Transplant web site   [http://adonhers.ifc.cnr.it]
13. Segar DS, Skolnick D, Sawada SG, Fitch G, Wagner D, Adams D, 
Feigenbaum H: A comparison of the interpretation of digitized and 
videotape recorded echocardiograms.  J Am Soc Echocardiogr 1999, 
12:714-9.
14. Woodson KE, Sable CA, Cross RR, Pearson GD, Martin GR: Forward and 
store telemedicine using Motion Pictures Expert Group: a novel 
Additional file 1 Sample of 4 echo stress cineloops. stress echo 
cineloops. Sample of rest and stress cineloops sent and stored on the server
Additional file 2 Second-Opinion Stress Tele-Echocardiography proj-
ect presentation. Adonhers movie. Short movie of Second-Opinion Stress 
Tele-Echocardiography project presentation When the Network for Organ 
Sharing identifies a marginal aged Donor, the local cardiologist is alerted, 
performs rest and when normal, stress-echo. At the end of the procedure 
the cardiologist selects and transfers 4 cineloops to the Core -Lab. The Pisa 
cardiologist is responsible for "second-opinion" decisions and final ("go - 
not go") green light to donation. If eligible, the heart is proposed to the sur-
geon for transplant.
Received: 5 April 2010 Accepted: 1 June 2010 
Published: 1 June 2010
This article is available from: http://www.cardiovascularultrasound.com/content/8/1/20 © 2010 Franchi et al; licensee BioMed Central Ltd.  This is an Open Access article distributed under the terms of the Creative Commons Attribution License (http://creativecommons.org/licenses/by/2.0), which permits unrestricted use, distribution, and reproduction in any medium, provided the original work is properly cited. Cardiovascular Ultrasound 2010, 8:20Franchi et al. Cardiovascular Ultrasound 2010, 8:20
http://www.cardiovascularultrasound.com/content/8/1/20
Page 10 of 10
approach to pediatric tele-echocardiography.  J Am Soc Echocardiogr 
2004, 17:1197-2000.
15. Barbier P, Alimento M, Berna G, Celeste F, Gentile F, Mantero A, 
Montericcio V, Muratori M: High-grade video compression of 
echocardiographic studies: a multicenter validation study of selected 
motion pictures expert groups (MPEG)-4 algorithms.  J Am Soc 
Echocardiogr 2007, 20:527-36.
16. Picano E, Lattanzi F, Orlandini A, Marini C, L'Abbate A: Stress 
echocardiography and the human factor: the importance of being 
expert.  J Am Coll Cardiol 1991, 17:666-9.
17. Bombardini T, Correia MJ, Cicerone C, Agricola E, Ripoli A, Picano E: Force-
frequency relationship in the echocardiography laboratory: a 
noninvasive assessment of Bowditch treppe.  J Am Soc Echocardiogr 
2003, 16:646-55.
18. Bombardini T: Myocardial contractility in the echo lab: molecular, 
cellular and pathophysiological basis.  Cardiovascular Ultrasound 2005, 
3:27.
19. Bombardini T, Galderisi M, Agricola E, Coppola V, Mottola G, Picano E: 
Negative stress echo: further prognostic stratification with assessment 
of pressure-volume relation.  Int J Cardiol 2008, 126:258-67.
20. Bombardini T, Arpesella G, Gherardi S, Maccherini M, Serra W, Leone O, 
Tanganelli P, Pasanisi E, Picano E: Extended donor criteria in heart 
transplantation with pharmacological stress echocardiography 
[abstract].  European Heart Journal 2009, 30:s942.
21. Sicari R, Rigo F, Cortigiani L, Gherardi S, Galderisi M, Picano E: Additive 
prognostic value of coronary flow reserve in patients with chest pain 
syndrome and normal or near-normal coronary arteries.  Am J Cardiol 
2009, 103(5):626-31.
22. Feigenbaum H: Digital echocardiography.  Am J Cardiol 2000, 86:2G-3G.
23. Garrett PD, Boyd SY, Bauch TD, Rubal BJ, Bulgrin JR, Kinkler ES Jr: 
Feasibility of real-time echocardiographic evaluation during patient 
transport.  J Am Soc Echocardiogr 2003, 16:197-201.
24. Trippi JA, Lee K, Kopp GS, Nelson D, Kovacs R: Emergency 
echocardiography telemedicine: an efficient method to provide 24-
hour consultative echocardiography.  J Am Coll Cardiol 1996, 27:1748-52.
25. Trippi JA, Lee KS, Kopp G, Nelson DR, Yee KG, Cordell WH: Dobutamine 
stress tele-echocardiography for evaluation of emergency department 
patients with chest pain.  J Am Coll Cardiol 1997, 30:627-32.
doi: 10.1186/1476-7120-8-20
Cite this article as: Franchi et al., Second-opinion stress tele-echocardiogra-
phy for the Adonhers (Aged donor heart rescue by stress echo) project Car-
diovascular Ultrasound 2010, 8:20